Harm reduction: a definition
In the ongoing debate over drug policy, the strategy of harm reduction, or harm minimization, has often been surrounded by ideological argumentation. This strategy, essentially a health and social services policy, has been portrayed as camouflaged legalization by those who prefer the policy of drug control through repression, or considered unacceptable because it permits a social group engaged in an illegal way of living to be helped by public health and social services (Pates 1995, 39) . On the other hand, by those who defend the policy of outright legalisation, it is deemed a half-hearted solution. Many others involved in this debate consider harm reduction (HR) a third option which promotes a comprehensive drug policy with pragmatic objectives.
Harm reduction strategy is, first and foremost, a European phenomena; a corollary function of certain historic and societal factors that hold true in a number of European countries. According to an American academic (Reuter 1992, 43) , in many European countries, but not Scandinavia, the problems of drug addiction are considered to be a social health problem, while in the USA, where they are associated much more with violent consequences than in Europe, they are deemed to be of criminal nature. Reuter parallels European harm reductionists with what he calls the "owls" of American drug policy, i.e. those who constitute a third party between the "doves" and ''hawks'' of this issue in America. He points out, however, that the owls' contribution to the debate has certain limitations because they accept the use of harsh enforcement, while ignoring considerations on the negative consequences of such en-• * This article is a revised, expanded version of a Harm Reduction NAD-workshop lecture given for Nordisk Folkhiilsovecka in Sweden, June 15th 1995. forcement. Reuter's conclusions nevertheless remain marked by the sentiments of American society, as for instance, when he writes:
Harm minimization is not a policy but a framework for making decisions, which considers that drug policy, particularly related to application of the criminal law, has effects on other aspects of the quality of life (Reuter 1992, 43) .
Although this interpretation is quite close to the typical European definition of HR, it remains too narrow. Above all, European supporters of HR see it as a well thought out political strategy, whose validity stands on pragmatic assumptions. They value its usefulness in facing the other entrenched positions in the global verbal war on drugs.
Harm reduction strategy is well established in certain European countries like Holland, Switzerland and, to an extent, England. Germany and, to a lesser extent, Denmark are just beginning to consider its viabili~ while others like Norway and Sweden oppose HR very directly along with any isolated initiatives that adhere to it.
It is hard to grasp the concept of HR, and attempts to define it precisely tend to drift into the logical incoherence pragmatism often falls into. One easily gets the impression that the concept seems to be a fad, gathering alternative approaches under its umbrella. One of its more precise definitions has been elaborated by Fuchs and Degkwitz, as follows:
Harm reduction means taking the widest pOSSible view on harm associated with drug use and finding ways to reduce it. In this comprehensive view, harm reduction provides a concept integrating a variety of previously unrelated programmes and techniques, including needle exchange programmes for injection drug users, methadone maintenance treatment for opiate users, and also moderation-oriented drinking programmes for excessive drinkers. Attention is focused on reducing the harmful or risky consequences of drug use rather that reducing.drug use per se. Harm reduction aims to integrate rather than margina1ize substance users (Fuchs & Degkwitz 1995, 81 f). Gearly, this approach is an alternative to traditional abstinence-oriented drug policy whose goal is to significantly diminish and, preferably, completely eliminate the occurence of illegal drug use. Both the Nordic Council's recommendation promoting a drug-free Scandinavia and, with a somewhat different attitude, the proponents of drug-free treatment together with policing drug users stand clearly against HR. However, the definition quoted above remains narrowly confined to medical treatment, with a focus on the individual drug user. Other definitions of HR include minimizing the damage drug addicts do to their immediate surroundings, and the negative consequences for society as a whole (Newcombe 1992, 3 f) . Therefore, one must go beyond the view of HR as being merely a matter of social health and drug rehabilitation policy, and perceive its relevance for drug control policy, as well. Pearson (1992) points out that besides the health risks of drug addiction, one must also take into consideration its evil consequences in the context of prison incarceration, its damaging effects on the drug users' families, friends and neighbourhood, and last but not least, the damage drug users themselves suffer as a result of societal interventions. The broader meaning of HR also becomes more concrete when one analyses how isolated HR initiatives have arisen and been implemented. Using case studies from Switzerland, though the same is true in the majority of European countries, Uchtenhagen explains the four very substantial reasons behind the development of HR strategies:
Two of them concern health issues: the AIDS epidemic and a growing prevalence of hepatitis, of sexually transmitted diseases and of tuberculosis among drug injectors. The other two factors concern issues of public order: highly visible open drug scenes in Swiss cities, especially ZUrich, and an increasing amount of drug-related delinquency (Uchtenhagen 1995, 87) .
Summing up, the vital considerations that must be maintained to properly understand HR strategy are the following: Firstly, it focuses on the damages which both the drug addict and society suffer. Secondly, it is a comprehensive and overall strategy which must be applied to each separate area of drug policy, i.e. treatment policy, control policy and information policy, in order for it to be useful and successful as well as to prevent any unintended, irrational side effects. Otherwise, it presumably will be clear to everyone involved that they should desist from declaring this strategy a drug policy goal, and furthermore, should desist from attempting to implement it in isolated cases and areas.
Harm reduction in Denmark
Moving on from our introductory deliberation on basic considerations, let us now examine the current position of HR in Denmark. First of all, however, a few critical remarks on the overall situ-, ation of drug policy in Denmark are in order.
HR must, as stated earlier, be seen in the light of a comprehensive drug policy, which comprises efforts made towards both treatment and control. Our main point of criticism is that Danish drug policy lacks a systematic arrangement and coordination of its various components and efforts, such that often one type of effort is prioritized to the detriment of another. Good examples of this can be found in its development during the '80s. For instance, public drug rehabilitation services markedly lost priority. Indeed, by the end of the '80s they were generally reduced to methadone maintenance treatment, without any supplementary socio-educational rehabilitation programmes for individual drug addicts. Contemporaneously, drug use control through police enforcement was intensified. The signal for this development was given in a government report issued in 1984, from which the following quotation is taken.
... that 'the government' will give the domain of drugs a high :priority and will continue its endeavours to strengthen preventive efforts to combat drug addiction (Folketingstidende, forhandlingerne 1983/84, 4167) .
Treatment efforts were not included in the setting of this priority, and the paragraph on treatment for drug addicts, apart from a minor sub-section concerning out-patient counselling and emergency treatment, dealt only with long term methadone treatment for older drug addicts. Aside from these signals from 1984, however, changes in the overall scheme of drug policy were set in motion without any coordinated planning. Consequently, it is easy to see why one gets the impression that Nordisk Alkoholtidskrift Vol. 12, 1995: English Supplement i anti-drug efforts, especially when prioritizing one type of effort over another, were almost without exception grounded on considerations of the economic criterion, "as cheaply as possible'~ perhaps better understood as what was believed to be cheapest. From 1984 to 1994, the Danish Parliament did not undertake any sort of comprehensive debate on the drug situation or remedies for drug addiction, based on a report from the authorities responsible for these matters.
Yet even in spite of this, in Denmark some efforts towards HR strategy have been worked through in certain areas of drug policy. The strong focus on methadone treatment in the 1984 report, on the grounds of long term methadone treatment for older drug addicts, reflected a harm minimization attitude. The report had it that:
To come into contact with this severely stressed and socially, physically; psychologically broken down target group, it is decisively important to make attempts to meet the client in places where he/she encounter themselves, and to give them a form of help that they experience as positive and rational. Consequently, among other things, one will have to give up the often required demand that they be off drugs as a prerequisite for treatment and, instead, formulate these proposals in such a way that they be compatible with the drug addict's immediate needs. Treatment proposals must not, therefore, exclusively aim to 'cure' drug addiction but also be able to offer rehabilitating substitutes, whilst drug addiction is still going on (Folketingstidende, forhandlingerne 1983/84, 4167). This strategic approach to drug rehabilitation has been further developed in the latest government report, issued in 1994, albeit in a more diluted form. Here, HR initiatives like methadone maintenance treatment and different methods of rehabilitative care are not conceived as merely "easier routes" to get drug addicts into a treatment process whose immediate goal is drug abstinence, but rather as distinct proposals for distinct groupings of drug addicts. The board of ministers incharged with the report elaborated what was called a broad spectrum approach:
The abovementioned rehabilitation approach, and especially treatment via methadone maintenance, failed during the 1980s. This raises the question: doesn't harm minimization policy get badly implemented if done so in isolated efforts without an overall concept, or end up, from a socio-political viewpoint, in a short-sighted budget cutting policy, with indeed some damages in the best cases being reduced, while others in fact increase? In the following section, three areas are examined in the light of this question: street level policing, criminal drug addicts' incarceration, and methadone treatment.
Street level policing
Punishment for illegal handling of mind-altering substances for the purpose of personal consumption is relatively mild, and personal consumption, strictly speaking, is not a criminal offence in Denmark (Laursen 1995) . Possession of these substances, on the other hand, is a misdemeanour. In the case of possession for personal consumption, punishment is limited mainly to warnings. Repeated offense, however, will incur fines. In such cases, the attitude towards cannabis is milder than, for example, heroin or amphetamines.
Since the end of the '60s, the declared objective of drug control policy has been to come down on drug users/addicts gently; that they should preferably be confronted by agents of drug addiction treatment, and that the police should concentrate their efforts on professional dealing and smuggling. In practice, however, the course of control efforts has been more variable, with the police giving more priority, for certain periods of time, to direct action against drug users right on the streets.
This happened, for instance, during the socalled "Vesterbroaktion", undertaken in 1990, which, except for a few interruptions and certain tactical changes, is still going on. The policing effort's objective was to wipeout what was considered an "open drug scene" which had sprung up in the Vesterbro district of Copenhagen. The initial reason for this police action was that business and neighbourhood associations were filing complaints, stating the drug milieu had become quite visible, and that this was very damaging to the neighbourhood.
The Copenhagen police, in particular, became representatives for the opinion, as part of a general prevention strategy, that by making it as difficult as possible to consume drugs, they would scare others from first experimenting with and/or regularly using drugs. Particularly the Copenhagen police force decided upon a deliberate strategy whereby police should be able to make close contact with the professional drug market, and especially its international ramifications, by intensifying the policing of drug addicts right on the streets. Special argumentation to justify the strategy's initial tactics was taken directly from the experiences of Swedish antidrug policing efforts on the streets. The now retired Director of the Copenhagen police force, Poul Eefsen, made reference to the Swedish Police manifesto "Rald pa Knarket" (Attack on Drugs) by stating that:
... it also becomes necessary to attack the problem right on the streets, which means making the sale of drugs to users difficult by dispersing the market, by making it visible and trying to make drug dealing difficult (Dagbladet Information, October 30th, 1993).
Policing efforts in Copenhagen's Vesterbro district have achieved some positive results, but it has also led to criticism from all sides.
There seems to be no documented evidence of more effective investigation into professional and business related drug criminality as a result of this effort to unravel the drugs market from the bottom up. Statistics of police charges to this regard, from 1990 to 1993, clearly show that the sharply increased policing efforts have not been leading to corresponding success in the battle against organized drug criminality.
On the contrary, the number of cases charged under criminal law § 191 regarding felonious drug criminality, i.e. profit motivated dealing or smuggling of drugs in large quantities, fell from 1 100 in 1990 to ca. 900 in 1993. While in contrast, this ardent street policing strategy led to an increase in drug misdemeanours charged under the "Euphoric Substances Law " -typically possession for personal consumption and small-time dealing to finance personal consumption -of from 13 000 cases in 1990 to 18 000 in 1993 (Rigspolitichefen 1993).
Many factors have played a role in creating and arriving at these statistical quantities, such as criminal case investigations and their duration. Furthermore, these figures represent the incidence of drug-related police charges nationwide, not just that of Copenhagen. The zone of Copenhagen's police force is so dominant in the overall statistical picture of drug criminality that the abovementioned figures are considered an apt reflection of the policing strategy used against Copenhagen's drug users.
Looking at the drug situation from another angle, the policy approach of leaving drug users in peace and handing addicts over to treatment and rehabilitation agencies has failed, when seen in the light of street policing efforts in Copenhagen and other parts of the country. However, this view must be adjusted by the consideration that the drug addiction treatment facilities of the Municipality of Copenhagen have had poor means and opportunities to respond to the drug problem in the dimensions it has attained in recent years. Against the background of evolution in Vesterbro's open drug scene, it must be admitted that the police have been faced with an impossible task of social renovation work.
Reviewing the number of drug deaths, nationwide, the death toll steadily rose as follows: 115 in 1990 , 188 in 1991 , 208 in 1992 , 210 in 1993 , and 264 in 1994 . Similarly, death tolls in Copenhagen were: 51 in 1990 . Regardless of the specific statistical patterns, the constant rise in death toll rates evidently reflects the fact that this street policing strategy, combined with the lack of treatment initiatives has made drug addicts' misery steadily worse. Interpretations of drug death toll statistics may remain unsure, and more factors than just police enforcement undoubtedly play a role in them; nevertheless, this "stress strategy'~ as it has come to be named by, amongst others, the police themselves, whereby intensified policing stresses the drug market and thereby also stresses drug addicts, has provoked criticism from reputable Vesterbro neighbourhood institutions like, for instance, The Danish Church's Social Welfare Organization (CitypatruIjen, 1995) .
These criticisms have pointed out that the "stress strategy" does more harm than good, be-cause perturbing addicts drug intake habits by perturbing their drug dealings, in fact, increases their misery. Another example of this vicious cycle, is that addicts get fined for loitering in certain places in Vesterbro, but being unable to pay these fines they have to "sit them off" by spending time in jail, instead, with the risk that they then work up drug debts.
Nevertheless, Copenhagen's police force consider their action in Vesterbro successful. According to their reports, criminality in the zones it has been applied in has dropped significantly, as drug addicts and pushers have been dispersed into several other parts of greater Copenhagen. Yet, in 1994, criticism led to a fall in the priority rating of this police strategy, when the earlier, Social Democratic party Minister of Justice, Erling 01-sen, ordered the police to desist from "stressing" the drug market. Lately, however, it looks like the current Minister of Justice, acting on a new wave of complaints from neighbourhood associations, will permit Copenhagen's police force to re-escalate their street policing efforts.
All in all, this anti-drug action is a good example of the antagonisms that can result from a strategy which contains some elements of harm minimization. A vital reason behind the Vesterbro action plan was to maintain '1aw and order" and eliminate the drawbacks resulting from drug addiction and drug dealing. However, the very particular way in which this method was applied caused some unfortunate side effects: a significant increase in damage to individual drug addicts whose daily existence on drugs became even more difficult, and thereby, more miserable.
Street level efforts aimed at the drug field employs, almost without exception, policing tactics. In some of the largest cities in Denmark, social workers from the social services sector do work on the streets, but their number is far below that of police officers who lack the necessary training to tackle the multi-faceted societal problems associated with drug addiction. For street level efforts to be applied with a more progressive, harm reduction attitude will require a completely new type of drug field worker, who will have to combine certain professional qualities and skills, i.e. be partly a policeman and partly a social worker. Determining this special blend of professional is beyond the scope of this report.
Drug addicts in jails
The problems related to drugs in Danish jails are several and complex. Most of the disciplinary measures against prisoners, initiated while they are serving their sentences, have something to do with drugs, just like most of the problems that crop up between prisoners.
Since the middle of the 1980s, methods to control the smuggling in of drugs have been considerably tightened up. Four narco-hounds are, for instance, now constantly at work in Danish prisons, and 40 000 body searches per year are carried out in connection with visits to and leaves of absence from prisons. How difficult it is to avoid problems concerning drug addiction becomes evident when one takes into account that, according to Probation Service statistics, every third prisoner is at the same time an active drug addict. In some closed prisons, like the state prisons in Nyborg and in Ringe on the Island of Fyn, even up to 80 % of the prisoners are drug addicts (Kriminalforsorgen 1994).
In 1993, 42 % of the drug addicts put away in jails were of the grouping known as hard core drug addicts, i.e. they are injection drug addicts and/or regular users of other substances than cannabis, possibly combining this with the use of cannabis. Consequently, it is clear that drug abusing clientele in jails are a badly damaged group in every way. A part of them get sentenced for drug criminality, but a larger portion of them are behind bars for charges of theft, robbery, burglary, and so on, such that 46 % of imprisoned drug addicts are serving time for "ordinary" criminality. Only 9 % are serving sentences for solely drug criminality, while 39 % are serving for both "ordinary" and drug criminality. 6 % remain unclassified (Kriminalforsorgen 1994) .
The criminal activities drug addicts engage in in order to buy drugs touch upon a big part of the whole drug problem. Besides that this results is regularly prison incarceration, which, all things considered, is very detrimental to the individual drug addict, it also causes a lot of damage to their fellow citizens. The latter is true not only for those who are victims of burglary and theft, but also for insurance companies and the police, who are obliged to allocate resources to investigate this grouping's criminality.
No scientific investigation into what is termed drug addicts' criminality on-the-side has been carried out in Denmark. Police forces have undertaken certain forms of investigation in selected police districts, which have yielded quite complicated descriptions. According to them, about onehalf of domestic housing burglary in some parts of Denmark is done by drug addicts, in other parts up to 90 %. But no matter which tally one chooses to believe, it is truly a big problem that drug addicts commit so many crimes and end up in prisons and penitentiaries, which just aren't geared up to do any effective treatment and rehabilitation of substance dependence -in fact, quite the opposite.
In the process of elaborating the aforementioned governmental report of 1994, it was pointed out from several sides that it would be worthwhile to come up with alternatives to paroling drug addicts. This wish has just been granted by means of a Probation Service directive, ordered to last 3 years, wherein treatment and rehabilitation of drug addicts will take place outside the penal domain.
The pilot project, which will especially be targeted at drug addicts, will give them the chance to get a conditional sentence instead of going to prison -on the condition that they go through treatment programmes. This project will take place in two counties: Frederiksborg Amt and Fyns Amt, and will involve a total of ca. 35 persons every year, for three years. It is prescribed for criminal drug addicts facing prison sentences of 6 months to a year.
The overall objective of the project is to help criminal drug addicts, within reasonable limits, to achieve better existential situations, free of the use of illegal drugs, and of the criminality that accompanies it. Thus, a clearly determined goal and process that bear the traits of the harm minimization way of thinking. Agewise, it is hoped that the directive will be meaningful for younger drug addicts who have noteworthy careers in drug addiction and criminality.
The project's more interesting side, however, is that of its treatment and rehabilitation methods, which will go in a somewhat different direction than public treatment systems have over the past years, where the accent has been on ambulant treatment plus methadone. Briefly, the model in the two trial areas will comprise the following elements:
1. On Fyn Island all will follow the same, one year-treatment programme: a. a 3 months daytime residence at an institution, which the authorities responsible have already been/begun collaborating with. The aim here is to detoxify the patient and stabilize his abstinence from drugs; b. thereafter 5 months' daytime therapy, where the objective is societal re-education and job-skills training; c. and lastly, 4 months' ambulatory follow-up, based on one of the reintegration programmes a county has established or taken up.
2. In the county of Frederiksborg the course of therapy will last 2 years and alternate between 3 models of treatment and rehabilitation:
Model I a. A socio-educational residential institution, where the clients begin therapy by spending 6 months at this facilty, in full time custody, during which the abilities and responsibility required of them is gradually increased.
b. Next, clientele spend another 6 months here, but only during the daytime hours, engaged in activities similar to those in la. above. The main priority in this phase of treatment is helping them to reintegrate, either in the area where they resided before, or into a new neighbourhood.
c. Lastly, 12 months' rehabilitation spent in preparing for and carrying through their final discharge from treatment.
Model 11 A private treatment centre, following the Minnesota Model, lasting 2 years, during which clientele spend:
a. 6 months in full time custody at the treatment home;
b. 6 months in a Half Way house; and finally c. 12 months out-patient treatment, wherein amongst others, their relatives or similar are involved as well as ''Anonyme Narcomaner" (AN), i.e. 'drug addicts anonymous'.
Model III Treatment according to so-called Italian principles, where the treatment process is divided into
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This kind of pilot project is a harm reduction project that shows no tendency towards a one-sided effort, i.e. aimed only at reducing the harm suffered by an individual, or only the damage done to society. This project seeks, contemporaneously, to improve the drug addict's existential situation as well as prevent what is for society a damaging effect of drug addiction. Here the objectives concentrate on stabilizing and improving the existence of the persons in question rather than just punishing them.
Methadone
Drug-substitution treatment using methadone is perceived as the flagship of HR in Danish drug policy. This substance has been used in treatment since the end of the '60s, and the governmental Contact Committee (Kontaktudvalget) concerning juvenile drug addiction issued, as early as 1973, the first directives on the use of methadone (Kontaktudvalget 1973) . This committee reviewed later these directives (Kontaktudvalget 1979) . In 1988, lastly, the committee's successor, the Alcohol and Drugs Council (Alkohol-og Narkotikaradet), issued directives concerning methadone (Alkoholog Narkotikaradet 1988). The latter was grounded on and added precision to the thinking in a 1984 report from the same Council (Alkohol-og Narkotikaradet 1984), which was, from then on, the foundation for methadone treatment initiatives, in general.
The many reports on this subject reflect how controversial the debate on methadone usage, and especially the question of maintenance treatment, has been for Danish drug policy, well shown in the preamble of the 1988 report:
The series 'of reports' also show that the evaluation of methadone as a component in the treatment of drug addicts has evolved in steps with the changes in the composition and living conditions of drug addicts -and with the experience gained in the course of drug addiction treatment (Alkohol-og Narkotikaradet 1988, 3).
In the 1973 report, methadone maintenance treatment was perceived as a singular method, which should not even be used as an ordinary treatment measure for cases of regular opiate misuse, but rather, only in cases with especially serious complications. It was felt that methadone should only be used in a short term detoxification period as an introduction to a drug-free treatment process.
At the end of the 1970s, a need to scrutinize methadone treatment directives once again arose, due to two specific factors. Firstly, because of uncertainty in the interpretation of indications in the 1973 report, it had come to the point where methadone maintenance treatment was carried out, almost exclusively, at the clinics of government approved general practitioners. Secondly, there had developed a particular grouping of hard core addicts who, although having undergone several treatment programmes, had not managed to give up their drug addiction (Kontaktudvalget 1979) . The working group behind the 1979 report wanted to maintain the recommendation, earlier stated in the 1973 report, of a restrictive methadone policy. This recommendation was grounded on the following considerations: if clientele took methadone over a long period of time, there was the risk that this would lessen the chances of them spontaneously giving up drugs, weaken their motivation to undertake drug-free treatment, and might encourage an illegal spread of methadone usage. The 1979 report firmly maintained the principle that this maintenance treatment ought not to pertain to ordinary treatment practice, yet it likewise stipulated that:
... long term prescription of methadone is definitely worthwhile in handling the worst hard core drug addicts, and serves as a component in the rest of the treatment (Kontaktudvalget 1979,3) .
The 1979 report's working group, in compliance with this, formulated the parameters for this type of treatment process as follows:
The minimum goal is to prevent the client from continuing or returning to the addiction to other substances, committing crimes or continuing to mix with the drug milieu. Additionally, it must be assured that the social milieu, as well as the residential and employment conditions of the client's situation change, so that he or she can attain a better quality of life (Kontaktudvalget 1979, 6 ).
The working group furthermore stipulated that doctors (i.e. general practitioners) were not to initiate maintenance treatment, nor elaborate recommendations for methadone prescriptions, visits or control check ups, without the collaboration of other drug addiction treatment agencies. Thus, the policy advances achieved between the 1973 and 1979 should be recognized as the period HR was breaking through, and the 1984 report as its official adoption.
The principle of setting progressive goals, adapted to drug addicts' individual needs, also became an established practice in the report of 1984. As mentioned earlier the demand that addicts should completely abstain from using drugs as a prerequisite for rehabilitative help was also abandoned. This meant in practice, that longer term methadone treatment took on a more central role in the overall system of treatment, which later became established policy with the so-called methadone directives in 1988. Two years before this, in 1986, the Alcohol and Drugs Council had already issued a report concerning AIDS with regards to drug addiction, which had actually served as the precursor of its 1988 directives, indicating:
... that drug abstinence and societal reintegration need not be the only objectives; making contact with drug addicts and reducing their intravenous drug addiction habits must receive very high priority in treatment work. (Alkohol-og Narkotikaradet 1988, 21) .
The directives recommended, therefore, that longer term methadone treatment be accepted and integrated into drug addiction treatment policy as a condition of intentional development within the general field of treatment, by adding that:
Special and particular visiting rules and agencies for longer term methadone treatment should not be established, i.e. the procedures that are applied for drug-free treatment should likewise be applied for longer term methadone treatment (Alkohol-og Narkotikaradet 1988, 12). This report declared seven directives, the seventh and last of which must be perceived as conclusive and of critical importance in respect to overall treatment policy. The point in this directive was that longer term methadone treatment should be employed only if it was a component of an overall treatment programme.
In the period from 1985 to 1990, the number of longer term methadone prescriptions (i.e. lasting over five months) just about doubled, whereafter increase levelled off and, subsequently, a tendency of decrease began. By the end of 1994, according to Board of Health statistics on prescriptions, 2 979 people were undergoing longer term methadone treatment (Sundhedsstyrelsen 1995). Approximately one-third of them receive treatment in the Municipality of Copenhagen, and a great number of these are attended by general practitioners. In 1994, the Municipality of Copenhagen conducted a survey amongst general practitioners about longer term methadone treatment, reaching the conclusion that this was being received, typically, by older drug addicts whose average age (about 40) was significantly higher than that of drug addicts in the municipal treatment system (Sundhedsstyrelsen 1995) .
With the Directives of 1988 a new treatment policy, one which centered on methadone maintenance treatment receiving the same conditions of recognition and application as the other treatment programmes, was fully established as legitimate and official, Danish drug policy. The treatment approach based on HR was fundamental, verbally well-explained, and, in practice, one could say that it was carried out -although not really in keeping with the spirit of the Directives of 1988.
In spite of its well-reasoned potential, the methadone policy applications broke down during the first half of the '90s. A series of unforeseen negative effects presented themselves, and resultingly, methadone policy was exposed to growing criticism. Bach therefore declared, after a thorough analysis of the methadone treatment programmes, that it did not live up to the recommendations of the Alcohol and Drugs Council (Bach 1992) . The majority of it was being prescribed without any supplementary, socioeducational support arrangements. Over half of all methadone recipients were still abusing illegal substances on the side. This was due to the lack of socio-educational efforts, which had the unfortunate consequence that clients remained involved in the active, drug addiction milieu. Further, the report pointed out that the Board of Health was excercising insufficient control over the prescribing of methadone (Bach 1992, 5) .
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The evergrowing criticism of methadone has resulted in a change of the legal regulations governing it, which enter into vigour on January 1, 1996. These will not imply any changes in the principles of underlying methadone treatment. On the contrary, the carrying out of all aspects of methadone treatment processes will be restricted to specific governmental agencies. Consequently, general practitioners will no longer have the authority to prescribe it, and the conditions under which clients are permitted to obtain it are tightening up.
Future prospects
The examples of harm minimization presented above should make it clear that applications of it are, unfortunately, prone to dire difficulties. Even well planned, concrete implementations of it can end up down blind alleys where drug users come to more harm than good -totally the opposite of what HR is meant to achieve. Indeed, it is easier to defend the position of a restrictive drug policy, whose objectives are preventive and show a moral concern for "normal people': or else a legalization policy whose consequences appear rather vague. Such examples suggest, at least in the case of street level policing and methadone treatment, that Danish experiences of HR are, as yet, far from good. The reasons for this must be ascribed, mainly, to the half-hearted commitment exhibited, though not by all, towards the thinking behind harm reduction strategy, and the almost uncoordinated, poorly supervised implementations of its policy.
Other traditional areas of HR have also either been or still are being tested out; but, again, this seems to only go half-way. Syringes and needles are made available to drug addicts via, amongst others, drug stores and, in certain locations, vending machines; yet clean "equipment" cannot be obtained easily in jails. Another example, providing some sort of 'shooting gallery' inspired by experience in Zurich and Frankfurt, is being taken into consideration, but only a few politicians and civil servants dare to step forward and advocate this initiative. A type of pilot project, allowing particular groupings of heroin users to obtain heroin legally, was discussed in the summer of '95, but a rationalistic debate has come to a stalemate at drug policy's ideological battlefront.
In this article, my major arguments have been that harm reduction must be perceived from a broad perspective, and as an attitude that has helped to tear down the walls between drug policy fronts that hitherto had withdrawn into themselves. But in order for harm minimization strategy to give visible, positive results, the drug policy has to be integrated and have steady objectives. It should not just consist in isolated efforts, where the main aim is merely to cut expenditures. Few examples of this type of policy making are to be found in Denmark. The best of them is probably the Medical Association's report on drug policy issued in January 1994 (Lregeforeningen, 1994) . This report, which appeared a few months before that of the Danish government, distinguishes itself for espousing a clearer and firmer set of harm reduction objectives than the government has.
